One of the criteria taken into consideration for discriminating malpractice from complication inrecurrent laryngeal nerve injurieswasthe lack of evidence on any signs that will make nerve dissection difficult, but this alone is not a sufficient criterion. We would like to emphasize the need for comprehensive evaluation parameters todefinemalpractice.
It should be standard practice to identify the integrity of the RLN visually in thyroid surgery and to state so in the operative note. Although RLN injury can be caused by mechanisms such as shearing, rupture, suturing, and thermal damage, retraction injury is also an important cause. Intraoperative neuro-monitoring (IONM) experiences have shown that visualization of an intact nerve at the time of operation does not mean that it is functionally intact (2). Temporary or permanent vocal cord paralysis may be encountered even when the nerve is visually identifiable, preserved throughout its course, and the utmost care is given during dissection.
Bilateral vocal cord paralysis may also occur due to over-inflation or traumatic withdrawal of the intubation tube (3).
Another issue that is noteworthy in the study is that although none of the patients underwent preoperative vocal cord (VC) inspection, all files have been evaluated as if all the VCs were normal before surgery. One conclusion to be drawn from this is the necessity of a VC evaluation before thyroidectomy, especially prior to secondary interventions.
We also think that, in the evaluation of these types of files, there is a need for a data system documenting the individual complication rates of surgeons on this type of surgery.
Although there are advocates that careful dissection does not increase nerve damage, currently many authors suggest that RLN is very susceptible to surgical dissection and that minimal dissection should be performed since dissection throughout its tract will put the nerve at greater risk (4, 5) . Since the issue is controversial, identification of the nerve, not its dissection, should be emphasized to preclude RLN injury.
Although it is still controversial if intraoperative neuro-monitoring leads to a reduction in RLN injury, its most important contribution is providing the prognostic information on functional integrity of a visually intact nerve. Thus, it may be possible to avoid bilateral VC paralysis, and the test can offer medico-legal assurance by providingquantitative and documentable information. However, the use of IONM in thyroid surgery is not standard practice and cost-effectiveness is still an important issue.
We believe that since RLN injuries constitute a substantial part of general surgery-related case files and due to difficulties in decision-making, more objective criteria that will form the basis for evaluation of such filesshould be introduced.
